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K 000 INITIAL COMMENTS K 000
42 CFR 483.70(a) _
| K3 BUILDING: 1-story Type 11(222), unprotected,
non-combustible construction with a complete
automatic sprinkler system.
K6 PLAN APPROVAL: 1979
K7 SURVEY UNDER: 2000 EXISTING
K8 SNF/NF
K 064 NFPA 101 LIFE SAFETY CODE STANDARD K0e41. Stainless steel K-Class
SS=D portable fire=extigytuisher
Portable fire extinguishers are provided in all was replaced on 12-30-10.
health care occupancies in accordance with
97.4.1. 19.3.5.6, NFPA 10 2. This is the only extinguisher
of this type.
3. This K-Class extinguisher
: will be tested every 5
. . . ars.
This STANDARD is not met as evidenced by: e
Based on observation and interview, the facility . .
failed to assure fire extinguishers complied with i D}T;Cti;ugi r&eilgtgnggggs
' the hydrostatic test requirements of NFPA Wekeol £S5 9 » :
10-5.2). extinguisher is tested
The findings include: every 5 years. 12-30-10
Observation and interview with the Maintenance
Director in the kitchen, on December 20, 2010 at
11:45 am confirmed no 5-year hydrostatic test
was performed on the stainless steel K-class
portable fire extinguisher located in the kitchen. , _ |
K 073 NFPA 101 LIFE SAFETY CODE STANDARD Ko73 1. All Christmas decorations
SS=F and artificial plants will
No furnishings or decorations of highly flammable be treated with fire
character are used.  19.7.5.2, 19.7.5.3, 19.7.5.4 retardant.
2. All decorations will be
treated and tagged when they
This STANDARD is not met as evidenced by: are taken down.
Based on observation and staff interview, the
facility failed to assure combustible decorations
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and floral arrangements were fire retardant
(NFPA 110, 19.7.5.4).
The findings include:

a.m. and at 2:00 p.m. confirmed the holiday
decorations an artificial plants through out the
facility were not treated or documented having
been treated with a fire retardant.

Observation and interview with the Maintenance
Director, on December 20, 2010 between 10:00
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K073 Continued From page 1 K073 3

All new decorations will
be treated and tagged

beforeuse.

4. Maintenance director will

' ensure all facility
Cristmas decorations are
treated and tagged. T
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